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We read the innovative study by Duan et al. [1] with
great interest. However, key results need to be inter-
preted carefully to reach the proper conclusions.
First, their primary finding that patients with low
cough peak expiratory flow (CPEF) have significant
benefit from non-invasive positive pressure ventila-
tion (NIPPV) in the prevention of re-intubation and
90-day mortality is not unsurprising given how CPEF
represents the severity of underlying respiratory path-
ology. In addition, the strength of their study lay in
the methodology. Each precise detail regarding the
protocol of weaning and re-intubation mirrors that
of previous landmark studies [2, 3]. These careful de-
sign choices help to bridge the methodological differ-
ences and heterogeneity among preceding studies.
However, their non-standardized use of CPEF cut-
offs makes external validity difficult to achieve. Previ-
ous studies have studied extubation failure at various
CPEF cutoffs (e.g., ≤35 L/min in Beuret et al. [4] and
≤60 L/min in Salam et al. [5] and ≤70 L/min in Duan
et al. [1]). Consequently, it is not possible to deter-
mine if a subgroup of patients within the weak cough
group may have derived more benefit from NIPPV.
Conversely, this arbitrary cutoff may have obscured a
beneficial effect of NIPPV among patients with strong
coughs. This design choice segregates the two arms
asymmetrically in that the baseline demographics of
patients above the CPEF cutoff appear to be younger,* Correspondence: cjiang@northwell.edu
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lower Acute Physiology and Chronic Health Evalu-
ation II (APACHE II) scores. Attributing their strong
results to cough strength becomes a difficult propos-
ition in light of these potential confounders.
In selective cases, we have utilized non-invasive mea-
surements, such as the occlusion pressure at 100 ms
(P0.1) and maximum inspiratory pressure (MIP), to as-
sess respiratory drive and neuromuscular strength, re-
spectively, in the evaluation of weaning. We have used
these parameters for patients with more severe obstruct-
ive disease (i.e., lower FEV1 at baseline). Future studies
in the field of CPEF utilization may opt to integrate
these parameters.
Nevertheless, this positive study by Duan et al. is a
promising step in establishing the role of CPEF in
the algorithm for post-extubation care. The appeal of
CPEF is readily apparent to the intensive care com-
munity. Its ease, ubiquity, portability, and reproduci-
bility make it an ideal adjunctive tool in the
management of post-extubation patients. We eagerly
await the subsequent follow up studies from Duan
and colleagues.
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